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The study of early intervention following exposure to traumatic
stress has accelerated greatly in the past decade, with the goal of
finding ways to prevent the psychopathology and deterioration
in functioning that are so often associated with exposure to se-
vere stress. Unfortunately, the evidence for effective early inter-
ventions, particularly after mass trauma, remains very limited.
This matter was addressed by experts from around the world at
a recent consensus conference on psychological interventions af-
ter mass violence. Conference attendees concluded that current
evidence from randomized controlled trials (RCTs) does not per-
mit definitive confirmation or refutation of the effectiveness of
any early psychological intervention after major incidents. Inad-
dition, the empirical literature suggests that psychological de-
briefing, a common intervention during the acute posttraumatic
period, does not ameliorate acute posttraumatic distress, does
not prevent subsequent psychopathology (Bisson et al. 2000), and

A number of federal agencies were represented, including U.S5. Department of
Health and Human Services, U.S. Department of Defense, U.S. Department of
Veterans Affairs, U.S. Department of Justice, and American Red Cross.
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may even exacerbate subsequent symptoms of posttraumatic
stress disorder (PTSD) (Rose et al. 2000).

In this chapter, we review the available evidence and present
areas of research concerning effective early intervention follow-
ing exposure to traumatic stress, especially with respect to mass
casualties. We begin by reviewing the literature on the psycho-
logical impact of disasters, with special attention to risk and pro-
tective factors. This is followed by a detailed review of research
on a variety of early interventions after trauma, including psy-
chological debriefing, cognitive-behavioral therapy, treatment
for traumatic grief, interventions for children, and pharmaco-
therapy.

Empirical Literature on the
Effects of Disasters

We begin by summarizing the substantial literature published
over the past 20 years on the psychological effects of disasters.
More details can be found in a recent article (Norris et al. 2002)
that reviewed current research findings from 160 samples of peo-
ple who had experienced 102 different disasters. Three sample-
level predictors were examined in this review: disaster type, sam-
ple type, and disaster location. With regard to type of disaster,
mass violence was by far the most disturbing kind of disaster
studied. Whereas 67% of samples exposed to mass violence were
severely impaired, 39% of samples exposed to technological di-
sasters and 34% of samples exposed to natural disasters were se-
verely impaired (meaning that at least 25% of the sample met
study criteria for psychopathology). For instance, after the Okla-
homa City bombing, almost half of survivors directly exposed to
the blast reported developing problems with anxiety, depression,
and alcohol, and more than one-third reported PTSD. Predictors
of PTSD, anxiety, and depression included more severe exposure,
female gender, and having a psychiatric disorder before the
bombing (North et al. 1999). As for sample type, school-age
youths were the most likely—and rescue and recovery workers
the least likely—to demonstrate severe impairment: 62% of the
school-age samples experienced severe impairment, compared
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with 39% of the adult survivor samples and 7% of the rescue/re-
covery samples. Disaster location had an even stronger effect on
outcomes than either disaster type or sample type: 78% of the
samples from developing countries met criteria for severe im-
pairment, compared with 25% of the United States samples and
48% of the samples from other developed countries.

The general rule with regard to the course of postdisaster dis-
tress was for the sample to improve as time passed. These effects
were not always linear; many victims and survivors reported ini-
tial improvement, followed by a period of stabilization or wors-
ening, followed by later improvement. Symptoms usually
peaked in the first year and were less prevalent thereafter, leav-
ing only a minority of communities and individuals substantially
impaired. The first anniversary was generally associated with in-
tensification of distress and increased use of mental health ser-
vices. Levels of symptoms in the early phases of disaster recovery
were good predictors of symptoms in later phases. Delayed on-
sets of psychological disorders were rare.

Norris and colleagues (2002) concluded that when 1) injuries
and deaths are rare, 2) the destruction or loss of property is con-
fined relative to the size and resources of the surrounding com-
munity, 3) social support systems remain intact and function
well, and 4) the event does not take on more symbolic meanings
of human neglect or maliciousness, then disasters seem to have
minimal adverse mental health consequences at the population
level beyond those associated with fransient stress reactions. In
contrast, the authors concluded that risk for impairment was
greatest when at least two of the following factors were present:
1) extreme and widespread damage to property; 2) serious and
ongoing financial problems for the community; 3) human care-
lessness or, especially, human intent causing the disaster; or
4} high prevalence of trauma in the form of injuries, threat to life,
and loss of life. Many of the studies reviewed by Norris and col-
leagues examined individual-level risk and protective factors
within these samples. Of these, the factors that most consistently
increased risk for adverse outcomes included 1) severe exposure
to the disaster, especially injury, threat to life, and extreme loss;
2) living in a highly disrupted or traumatized community;
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3) female gender; 4) age in the middle years of 40-60; 5) little pre-
vious experience or training relevant to coping with the disaster;
6) membership in an ethnic minority group; 7) poverty or low so-
cioeconomic status; 8) the presence of children in the home; 9) for
women, the presence of a spouse, especially if he is significantly
distressed; 10} psychiatric history; 11) secondary stress; and
12) weak or deteriorating psychosocial resources.

The protection afforded by psychological and social re-
sources has important implications for interventions. For in-
stance, self-efficacy, mastery, perceived control, self-esteem,
hope, and optimism all are related positively, strongly, and con-
sistently to mental health, whereas avoidance coping and blame
seem to be consistently problematic. Beliefs about capabilities for
coping prove to be far more important than specific ways of cop-
ing. The size, vitality, and closeness of the survivor’s social net-
work is also related strongly and consistently to positive mental
health outcomes. Disaster survivors who believe that they are
cared for by others and that help will be available, if needed, in
the near future fare better psychologically than disaster survivors
who believe they are unloved and alone.

The greater the amount of global resource loss, the greater the
psychological distress. Several studies have found such mea-
sures to be the strongest predictors of symptom outcomes. Psy-
chological resources, such as optimistic biases and perceived
control, have occasionally been found to decline after disasters.
Social resources appear to be especially vulnerable to the effects
of disasters. Declines in social support account for a large share
of victims’ subsequent declines in mental health. Potential social
supporters may themselves have become victims. Families and
friends are relied on more often, and with greater comfort, than
outsiders or professional sources of support. Sustaining helping
activities may be more difficult than mobilizing them. With the
passage of time, attentive media, helping organizations, and out-
side resources disappear. Fatigue, irritability, and scarcity of re-
sources increase the potential for interpersonal conflict and social
isolation.

Such deterioration is unlikely when postdisaster support
provisions are adequate, equitably distributed, and sufficiently
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lasting to address survivors’ needs. Public education about how
much support can reasonably be provided by their social net-
work is an important way to help people calibrate their expecta-
tion to what can reasonably be delivered. Professionals and
outsiders are important sources of assistance when the level of
need is high, but they cannot supplant natural helping networks.
It is always best to keep people in their natural social setting if
they must be relocated. When networks have been severely dis-
rupted or destroyed, however, it is desirable to foster social activ-
jties and help develop new communities. Examples include
group meetings, in which survivors collectively plan how to re-
build their community, identify and discuss local problems, work
together toward achievable goals, canvass the community to
learn of others’ needs, and emotionally share their individual
and collective losses. Collective grieving, including memorial
services, helps people express solidarity and facilitates unity and
collective action.

Family-focused interventions are also very important. People
are usually most comfortable seeking and receiving help from
family members, yet family members can also be a significant
source of strain and conflict. Building and sustaining support at
the family level is crucial, such as encouraging families to talk to-
gether about their experiences, losses, and feelings. Families
should also be encouraged to resume normal activities to the
extent possible and to handle conflict appropriately so as to min-
‘imize negative encounters caused by the strain, fatigue, and irri-
tability that often follow trauma.

Large-scale individual-focused interventions often are not
targeted to those in need and therefore can be costly and unnec-
essary. They should be reserved for those persons who are most
distressed, who had weak psychological and social resources to
begin with, or who suffered particularly dire resource losses. Be-
cause people in greatest need of such services may be least likely
to seek them, outreach is essential. Sprang (2000) reported that af-
ter a disaster, many of those closest to the event do not believe
that they need help and will not seek out services, despite report-
ing significant emotional distress. Survivors often report feeling
that they are better off than those more affected, and they gener-
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ally believe that acknowledgment of distress is an indication of
weakness of some sort; they have a preference for seeking infor-
mal support from family and friends (Sprang 2000). Some people
are more likely to accept help for problems in living than to ac-
cept help for mental health problems. Outreach and education of
family members and friends become crucial under these circum-
stances.

Key Components of Early Intervention

International experts who attended the aforementioned Mass
Violence and Early Intervention conference (National Institute of
Mental Health 2002) endorsed nine key components of early in-
tervention. These components, outlined as follows, are multifac-
eted and overlap in time; are provided by diverse individuals,
organizations, and professionals; and create a framework within
which recovery from traumatization can be maximized. Opera-
tionally defining each component of early intervention in this
way should facilitate research on the delivery, phasing, and spe-
cific effectiveness of each component for both immediate and
long-term recovery.

Provision for Basic Needs

Essential for mental health are the meeting of basic needs for
safety, security, and survival, such as food and shelter; orienta-
tion to the disaster and recovery efforts; facilitating communica-
tion with family, friends and community; and reducing ongoing
environumental threat.

Psychological First Aid

Basic strategies to reduce psychological distress include orienta-
tion to the disaster and recovery efforts, reduction of physiologi-
cal arousal, mobilization of support for those who are most
distressed, facilitation of reunion with loved ones and keeping
families together, providing education about available resources
and coping strategies, and using effective risk communication
techniques.
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Needs Assessment

A systematic assessment of the current status of individuals,
groups, and the overall affected community is important. In-
cluded in the assessment should be an evaluation of whether sur-
vivors’ needs are being adequately addressed, assessment of the
characteristics of the recovery environment, and consideration of
what additional interventions and resources are required.

Monitoring of the Rescue and Recovery
Environment

Those most affected by the incident are observed and monitored
for potential behavioral and physical health sequelae. The envi-
ronment is monitored for ongoing stressors or toxins, services
that are being provided, and media coverage and rumors.

Outreach and Information Dissemination

After disasters and incidents of mass violence, services are pro-
vided in the many environments where survivors can be found
(sometimes referred to as therapy by walking around). Established
community structures are used to provide information and sup-
port. Information is disseminated via distribution of fliers and
referral to Web sites, which can also provide on-line support. The
media are provided with materials (e.g., interviews, releases,
and programs) to help increase knowledge about trauma and re-
covery.

Technical Assistance, Consultation, and Training

Organizations, leaders, responders, and caregivers are supported
via the dissemination of knowledge, consultation, and training,
so that they can improve their capacity to provide what is needed
to reestablish community structure, foster family recovery and
resilience, and safeguard the community.

Fostering Resilience and Recovery

Resources are provided to improve social interactions, coping
skills, risk assessment, and self-assessment and referral. This also
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includes group and family interventions, fostering natural social
support, looking after the bereaved, and repairing the commu-
nity and organizational fabric.

Triage

Mental health personnel assess survivors, identify vulnerable,
high-risk individuals and groups, and provide referral and emer-
gency hospitalization when indicated.

Treatment

Mental health personnel seek to reduce symptoms and improve
functioning via education; individual, family, and group psycho-
therapy; pharmacotherapy; spiritual/existential support; and
short-term or long-term hospitalization.

General Recommendations

Participants at the mass violence consensus conference unani-
mously endorsed the following recommendations for early inter-
vention:

» Interventions should be tailored to address individual, com-
munity, and cultural needs and characteristics.

* A sensible working principle in the immediate postincident
phase is to expect normal recovery.

* The presumption of clinically significant disorder in the early
postincident phase is inappropriate, except for those with pre-
existing conditions.

* Interventions should promote normal recovery, resilience, and
personal growth.

* Mental health personnel must be integrated into the major in-
cident or disaster management teams and should help coordi-
nate the provision of service so that mental health is an
integrated element of comprehensive disaster management
plans.

* Mental health expertise can help guide the implementation of
interventions to maximize positive mental health outcome.
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Good practice in early intervention takes into account the
special needs of those who have previously experienced endur-
ing mental health problems, those who are disabled, and other
high-risk groups that are disadvantaged so as to be less able to
cope with unfolding situations.

Adverse outcomes to be targeted or prevented by early inter-
ventions include acute stress disorder (ASD), PTSD, depression,
complicated bereavement reactions, substance use disorders,
poor physical health, fear, anxiety, physiological arousal, somati-
zation, anger control problems, functional disability, and arrest
or regression of childhood developmental progression (National
Institute of Mental Health 2002).

Psychological Debriefing

Debriefing means different things to different people. In its broadest
sense, it is the process of describing an event or activity. It has be-
come popularized as a posttraumatic psychological intervention
that emphasizes “talking through” as a means of processing psy-
chological distress (B. Raphael, unpublished manuscript, 2001).
Although there has been very strong belief in this process, there is
little empirical evidence to suggest that debriefing as a form of in-
tervention is helpful for general disaster-affected populations. In-
deed, some research shows that it may add to the risk of adverse
outcomes (e.g., Kenardy and Carr 2000; Kenardy et al. 1996).

Consensus conference members agreed that use of the single
term debriefing to describe a broad range of mental health inter-
ventions (e.g., psychological debriefing, critical incident stress
debriefing) is misleading. Conference members agreed that de-
briefing should be used only to describe operational debriefing
(first developed by the military), which is a routine individual or
group review of the details of an event from a factual perspective.
Clearer descriptions of the interventions under investigation and
more of an attempt to standardize interventions would aid in in-
terpretation of research findings.

The studies reviewed in this section used interventions that
the authors described as debriefing interventions. Most of these
interventions are rooted in critical incident stress debriefing
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(CISD) (Mitchell 1983), which was developed to provide educa-
tion, ventilation, and support for emergency service personnel in
group settings. CISD is a formalized, structured method of group
review of the stressful experience of a disaster conducted in the
first few days (up to 48-72 hours after the event). Psychological de-
briefing refers to less formalized processes of debriefing than does
CISD. It includes education and review processes (Dunning 1988;
Raphael 1977) and often includes a positive focus on resilience
and coping strategies. There is no systematic research for psycho-
logical debriefing as an operationalized intervention, nor has

‘psychological debriefing been clearly differentiated from CISD in

research studies.

Mitchell and Everly (2000) recently reconceptualized debrief-
ing as a broader crisis intervention technique for use beyond
emergency services workers. They acknowledge that there is a
need for greater methodological rigor in studies of debriefing,
and they suggest that CISD has not been sufficiently evaluated in
methodologically rigorous studies.

Debriefing Studies for General
Population Samples

Evidence from RCTs to date has shown that CISD is associated
with either a lack of significant benefits or more adverse out-
comes for those debriefed. Rose et al. (2000), having reviewed the
few well-controlled and well-designed trials on CISD, concluded
that there is inadequate evidence to support the continuing use
of debriefing. In another review of debriefing RCTs, Litz et al. (in
press) recommended against the use of single-session debriefing
and cited a need for more research on debriefing. Of six well-
designed debriefing RCTs chosen for inclusjon in our review,
three (Conlon et al. 1999; Lee et al. 1996; Rose et al. 1999) found
that individuals who were offered one-session debriefing inter-
ventions did not have better symptomatic outcomes than did a
no-intervention control group. In the other three studies (Bisson
et al. 1997; Hobbs et al. 1996; Mayou et al. 2000), participants in
the one-session debriefing group actually fared worse than did
participants in a no-intervention group. None of these six studies
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was conducted with disaster-affected populations. Given the
weight of the evidence, one might conclude that debriefing
should not be implemented within the first month after trauma.
There are serious methodological problems, however, in all three
RCTs that found debriefing to be associated with more severe
symptoms. Most importantly, in all three studies, individuals in
the debriefed groups had more severe injuries initially or longer
hospital stays than did individuals in the nondebriefed groups
{Bisson et al. 1997; Hobbs et al. 1996; Mayou et al. 2000).

Debriefing for Emergency
Personnel and the Military

CISD has had its strongest proponents within the emergency re-
sponder and military communities. All studies discussed as fol-
lows have methodological limitations that are serious enough to
warrant extreme caution in generalizing from the findings. De-
scribed are the most relevant debriefing studies with emergency
and military personnel, with significant limitations noted.

Eight studies were identified that included a comparison of
debriefed versus nondebriefed disaster- or war-exposed emer-
gency or military personnel on posttraumatic sequelae (Carlier et
al. 1998, 2000; Deahl et al. 1994, 2000; Eid et al. 2001; Hytten and
Hasle 1989; Jenkins 1996; Kenardy et al. 1996). Most of these stud-
ies, being naturalistic, consequently have inevitable methodo-
logical limitations such as lack of treatment adherence measures
or randomization. Self-selection for debriefing, which poses a
significant threat to internal validity, was present in four of these
studies (Carlier et al. 2000; Hytten and Hasle 1989; Jenkins 1996;
Kenardy et al. 1996). Only one of the eight studies included an at-
tempt at randomization, and the strategy used was somewhat
problematic (Deahl et al. 2000). Four of the eight studies yielded
no differences in symptoms between the debriefed and non-
debriefed groups (Carlier et al. 2000; Deahl et al. 1994, 2000; Hyt-
ten and Hasle 1989), tiwo showed worse symptoms in the
debriefed group (Carlier et al. 1998; Kenardy et al. 1996), and two
showed more favorable outcomes in the debriefed group (Eid et
al. 2001; Jenkins 1996).
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Conclusions About Debriefing as a Potential
Early Intervention After Mass Violence

Despite widespread application of stress debriefing, there is little
empirical evidence of its effectiveness for civilian populations af-
fected by disasters (Raphael and Wilson 2000).

A consistent trend in all of the studies we reviewed is that de-
briefing has not been associated with better clinical outcomes.
Available evidence shows that in some instances it may actually
complicate recovery. If these negative findings are accepted, it is
instructive to consider why debriefing may be ineffective
or problematic. The following hypotheses have been put forth
(Raphael 2001):

» Multiple and complex stressors with different time lines are
not appropriately addressed by one-session debriefings.

* Heightened arousal generated by recitation of traumatic expe-

: riences during the debriefing process may cause physiological

; hyperreactivity and the encoding of traumatic memories, both

5 hallmarks of ASD and PTSD.

i o Debriefing may be inappropriate for acute bereavement
(Raphael et al. 2001).

¢ Debriefing may also increase the potential for retraumatiza-
tion by hearing the stories of others and may possibly interfere
with habituation (Foa et al. 2000).

e There is a risk of stimulating excessive negative ruminations
that may lead to depression (Solomon et al. 2000).

* There is a preference for individual, one-on-one (rather than
group) interventions.

* The recommended 24- to 72-hour posttraumatic window for
early debriefing intervention may be too short.

e Debriefing may be culturally inappropriate (Silove 2000; Wei-
saeth 2000).

* Debriefing may interfere with adaptation (e.g., avoidance) and
natural recovery.

» The inadequate assessment of distress in the group setting
may lead to the erroneous conclusion that such a one-time in-
tervention has been sufficient to prevent further symptoms.
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This may result in less monitoring and follow-up care than
might have been the case if no debriefing had been imple-
mented.

Practice guidelines on debriefing formulated by the Interna-
tional Society for Traumatic Stress Studies (Bisson et al. 2000)
stipulate that there is little evidence that debriefing prevents
psychopathology. The guidelines emphasize that debriefing is
well received by participants and may be useful in terms of facil-
itating the screening of those at risk, disseminating education
and referral information, and improving organizational morale.
However, the guidelines also state that if it is employed, debrief-
ing 1) should be conducted by experienced, well-trained practi-
tioners, 2) should not be mandatory, 3) should use some clinical
assessment of potential participants, and 4) should be accompa-
nied by clear and objective evaluation procedures. The guide-
lines state that it is premature to conclude that debriefing should
be discontinued, but “more complex interventions for those in-
dividuals at highest risk may be the best way to prevent the
development of PTSD following trauma” (Bisson et al. 2000,
p. 319).

There is clearly a need for much further systematic research
in this field. Consensus conference participants concluded that
“there is some Level 1 evidence suggesting that early interven-
tions in the form of a single 1-to-1 recital of events and expression
of emotions evoked by a traumatic event (as advocated in some
forms of psychological debriefing) does not consistently reduce
risks of later developing PTSD or related adjustment difficulties.
Some survivors (e.g., those with high arousal)} may be put at
heightened risk for adverse outcomes” (National Institute of
Mental Health 2002, p. 8).

Cognitive-Behavioral Interventions

At present, cognitive-behavioral interventions during the acute
aftermath of trauma exposure appear to have the most promising
results in preventing subsequent psychopathology. Four of five
RCTs related to early cognitive-behavioral interventions (Bryant
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et al. 1998, 1999; Echeburua et al. 1996; Gidron et al. 2001) found
clear superiority of the cognitive-behavioral therapy (CBT)
group in reducing PTSD symptomatology compared with the ex-
perience of a control group, whereas one (Brom et al. 1993) did
not. In addition, a controlled (but not randomized) comparison
of CBT versus an assessment-only condition in the acute phase
after trauma found fewer PTSD symptoms in the CBT group ata
5.5-month follow-up (Foa et al. 1995).

A study using a manualized, individual preventive interven-
tion administered 1 month after a motor vehicle accident (MVA)}
(Brom et al. 1993) found no differences between those in the as-
sessment-only contro] group and those in the intervention group
on the Inventory of Events Scale. However, limitations of the
study (e.g., variation in treatment length, more preintervention
symptoms in the treatment group) make it difficult to draw firm
conclusions about the efficacy of the intervention.

Foa and colleagues (1995) conducted a controlled (but not
randomized) study testing brief CBT that was introduced in the
acute aftermath of sexual and nonsexual assault. The matched
control group received only assessment. Two months after as-
sault, the CBT group endorsed fewer PTSD symptoms and only
10% of its members still met diagnostic criteria for PTSD,
whereas 70% of the control group still had the disorder. At 5.5
months, there were few differences in PTSD symptom severity
between groups, but the CBT group had significantly fewer reex-
periencing of symptoms and depressive symptoms. The lack of
significant differences in favor of the CBT group at 5.5 months
appeared to be due to the small sample size and resultant lack of
statistical power.

Echeburua et al. (1996) compared five 1-hour sessions of ei-
ther combined (cognitive restructuring and specific coping skills)
training or progressive relaxation training. Participants im-
proved in both groups, with gains maintained at 12-month fol-
low-up, although the combined treatment group showed less
PTSD symptom severity than did control subjects at 12-month
follow-up.

Bryant and colleagues (1998, 1999) conducted some of the
best-controlled and most relevant studies of early intervention
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following potentially traumatizing events. They have shown that

" brief cognitive behavioral interventions introduced within the

first month after a catastrophic event may not only ameliorate
ASD but may also prevent the subsequent development of PTSD.
Approximately 10 days after exposure to an MVA, an industrial
accident, or a nonsexual assault, these researchers randomly as-
signed subjects with ASD to five individual 1.5-hour sessions of
either a CBT or a supportive counseling control condition. In the
earlier study (Bryant et al. 1998), the researchers found that fewer
CBT subjects met criteria for PTSD after treatment and 6 months
later. In the second study (Bryant et al. 1999), they compared two
different individual CBT approaches (prolonged exposure plus
anxiety management and prolonged exposure alone) to a sup-
portive counseling intervention. They found that both CBT
groups showed significantly greater reductions in PTSD symp-
tom severity compared with those of the supportive counseling
group.

Gidron et al. (2001) randomly assigned college students to ei-
ther two sessions of an intervention rooted in CBT (memory
structure intervention) via telephone or two sessions of a sup-
portive listening (telephone) control condition within the first
month after an MVA. Greater reductions in PTSD were observed
in the CBT (memory structure intervention) group compared
with those of the supportive listening group. Positive effects
were still evident at a 3- to 4-month follow-up. Although the sam-
ple size was small and there was no long-term follow-up, this in-
tervention certainly merits further study as a simple, cost-
effective treatment for acutely traumatized individuals.

Possible Contraindications for Exposure Therapy

One powerful therapeutic component of the cognitive-behavioral
techniques described is exposure therapy, in which the client is
asked to retell the most stressful aspects of the traumatic event as
if they are occurring at the present time. Bryant and Harvey
(2000) suggest that exposure techniques may be contraindicated
when the acutely traumatized client exhibits extreme anxiety,
panic attacks, marked dissociation, borderline personality disor-
der, psychotic illness, anger as a primary trauma response, unre-
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solved prior traumas, severe depression or suicide risk, complex
comorbidity, substance abuse, marked ongoing stressors, or
acute bereavement. When exposure therapy is contraindicated,
other techniques such as anxiety management, cognitive restruc-
turing therapy, or pharmacological intervention may be effective
(Bryant and Harvey 2000). It should be noted that these contrain-
dications are primarily theoretical and may change as the empir-
ical literature on exposure therapies matures.

Eye Movement Desensitization and
Reprocessing

No RCTs have been conducted to assess the effectiveness of eye
movement desensitization and reprocessing (EMDR) within the
first 4 weeks of traumatic exposure. Among adult survivors of
Hurricane Andrew, EMDR that was introduced between 2.5 and
3.5 months after the disaster resulted in significant reductions in
PTSD symptoms compared with the experience of a waiting-list
control group (Grainger et al. 1997). Although the study has sev-
eral methodological limitations, the use of an objective and reli-
able assessment battery as well as comparison with an untreated
waiting-list control group makes these findings noteworthy.

Traumatic Grief

To date, there are no published studies on the treatment of trau-
matic grief or complicated bereavement specifically related to di-
saster situations. Until very recently, little distinction was drawn
among complicated bereavement, traumatic grief, and normal
grief reactions. As a result, research in the field lacks a unified
definition of these terms, and inclusion criteria vary considerably
from one study to another. The studies included in this review
are RCTs that were conducted in the early phases after traumatic
loss or that were based on inclusion criteria that addressed trau-
matic grief (Prigerson et al. 1999). The reader is referred to Jacobs
and Prigerson (2000) for a more comprehensive review of the lit-
erature on traumatic grief.
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In a pilot study of a CBT intervention tailored specifically for
traumatic grief, Shear and colleagues (2001) found a large benefi-
cial effect on grief, anxiety, and depressive symptoms. Although
this was a pilot study with major limitations (e.g., no control
group, high dropout rate), the large reduction in symptoms sug-
gests that this approach warrants further study.

Raphael (1977) conducted an RCT within 2 months of onset
of bereavement among widows who met high-risk criteria for
postbereavement morbidity based primarily on poor social sup-
port networks, concurrent crises, and traumatic circumstances of
death. The intervention group received a “nondirective, support-
ive” individual intervention with an average of four sessions.
Significant differences were found between the groups, with
more health impairment, doctor visits, weight loss, smoking, and
alcohol intake in the control group.

Early Interventions for Children Exposed to
Mass Violence or Disasters

As with adults, most of the empirically sound research that has
been conducted with traumatized children has tested the efficacy
of cognitive-behavioral interventions. It should be noted that
most of the research in this area has been conducted with abused
children with long-term symptoms (e.g., Berliner and Saunders
1996; Cohen and Mannarino 1996). Although the results of clini-
cal trials of CBT with traumatized children are encouraging, the
effect sizes are medium in size (Cohen et al. 2000). In the discus-
sion that follows, we have included only the most relevant acute-
phase treatments for children who have experienced disaster or
other forms of single-incident traumas. In a few instances, we
have included studies of later-stage interventions, due to their di-
rect relevance to disaster situations. Much more research is
needed in this area.

Yule and Udwin (1991) and Yule (1992} conducted a three-
session {debriefing plus problem solving) intervention for 14- to
16-year-old children who had been involved in the sinking of a
cruise ship. Ten days after the disaster, a debriefing session was
conducted, followed by two problem-solving sessions targeting
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anxiety, avoidance, and intrusive thoughts. Data collected 5-9
months after the disaster indicated that students who received
the intervention showed significantly lower fear and anxiety
scores than did children from a comparison school who did not
undergo debriefing. The major methodological limitation of this
study was the lack of random assignment and the unclear nature
of the treatment itself.

Field and colleagues (1996) evaluated the effectiveness of
massage therapy for children exposed to Hurricane Andrew
within 1 month of the disaster. Children were randomly assigned
to either viewing a neutral videotape with a graduate student or
receiving back massage therapy, each for 30 minutes twice a
week for a month. Children in the massage therapy condition
showed greater reductions in anxiety and depression and greater -
increases in relaxation. Although methodological limitations
make interpretation of results difficult, it is intriguing that an in-
tervention for children that promoted general relaxation and did
not include any cognitive-behavioral components was helpful in
reducing symptoms of general distress. Unfortunately, this study
did not include a specific measure of PTSD and did not have ad-
equate treatment adherence measures.

Although they were not conducted in the immediate after-
math of trauma, school-based CBT interventions such as those
studied by Goenjian and colleagues (1997) after the Armenian
earthquake and by March and colleagues (1998) after single-inci-
dent traumas (e.g., MVAs) warrant replication in acute trauma
situations. Both of these studies yielded reductions in PTSD, de-
pression, anxiety, and anger scores after treatment.

Pharmacotherapy

Although psychopharmacological research in the area of PTSD is
growing, there are only a few well-designed studies that have ex-
amined the effects of medications in the very early phases after
trauma. The most important and best-designed study on phar-
macotherapy for acutely traumatized individuals was carried
out by Robert and colleagues (1999), who used a prospective,
randomized, double-blind design to test whether children with
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burn injuries and ASD symptoms might benefit from imipramine
treatment administered for 7 days or more after they were in-
jured. Imipramine was significantly more effective than chloral
hydrate, with 83% of children who received low-dose imipra-
mine treatment showing a reduction in ASD symptoms, in con-
trast to 38% of the chloral hydrate group.

Pitman and colleagues (2002) tested whether PTSD symptoms
could be prevented among adult survivors of acute trauma who
were given a 10-day, double-blind course of the B-adrenergic an-
tagonist propranolol (40 mg 4 times/day) versus a 10-day course
of placebo. Forty-one emergency room patients who had just ex-
perienced a traumatic event as defined in DSM-IV were recruited
for the randomized, double-blind study. The treatment and con-
trol groups did not differ in terms of PTSD symptoms at either a
1-month or a 3-month assessment. Despite the fact that the groups
did not differ in concentration of PTSD cases, 0% of the propran-
olol patients versus 43% of the placebo patients were classified as
physiological responders 3 months after the event when tested in
the laboratory with a script-driven imagery protocol based on the
traumatic event to which they had been exposed. This pilot study
has important theoretical implications and suggests that larger
studies with a longer-term follow-up are warranted.

Gelpin and colleagues (1996) conducted a small pilot study in
which the benzodiazepines clonazepam and alprazolam were
prescribed approximately 7 days after patients visited an emer-
gency room for treatment related to potentially traumatic life
events. At the 6-month assessment, nine participants in the ben-
zodiazepine group (69%), versus two in the control group (15%),
met the diagnostic criteria for PTSD according to the Clinician-
Administered PTSD Scale, suggesting that benzodiazepine treat-
ment may have actually worsened outcomes. This result is
consistent with other negative results involving benzodiazepine
treatment for chronic PTSD (Friedman et al. 2000). To date, there
is no evidence that benzodiazepines are an effective pharmaco-
logical intervention for people with either acute or chronic post-
traumatic reactions.

Stanovic and colleagues (2001) reported that burn victims
treated with a low dose of risperidone experienced diminished
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nightmares and flashbacks and decreased hyperarousal and
sleep disturbances 1-2 days after starting treatment. Although
this was a small retrospective pilot study, the results warrant the
performance of a prospective study to better understand the effi-
cacy of the use of risperidone in treating early traumatic stress
symptoms.

Longer-term studies of pharmacotherapy for PTSD may have
relevance for acute interventions. Almost every class of psycho-
tropic agent has been prescribed for PTSD patients. The best evi-
dence supports the use of selective serotonin reuptake inhibitors
(SSRIs) as first-line medications for PTSD. Recent studies with
sertraline (Davidson et al. 2001a, 2001b; Londborg et al. 2001;
Rapaport et al. 2002) and paroxetine (Marshall et al. 2001; Tucker
et al. 2001) indicate not only that these medications may reduce
PTSD symptoms and produce global improvement in function-
ing but also that they are effective against comorbid disorders
and associated symptoms and have few side effects. Other agents
that have been used in chronic PTSD that might be effective for
acutely traumatized individuals include non-SSRI antidepres-
sants, antiadrenergic agents, anticonvulsants, and other atypical
antipsychotic agents (Friedman et al. 2000).

In a recent review of pharmacological treatment of PTSD in
children, Cohen (2001) notes that the use of psychopharmacolog-
ical approaches is becoming more widespread despite a lack of
double-blind, randomized, controlled trials. To date, there are no
published reports of placebo-controlled medication trials that
have been conducted in children diagnosed with PTSD. The best
study regarding medications for traumatized children was the
aforementioned RCT of imipramine for children with ASD
symptoms. For a recent review of the open-label medication trials
that have been conducted with children, the reader is referred to
Cohen 2001 and Donnelly et al. 1999.

Conclusions

As can be seen in this review of the empirical literature, there are
not enough well-controlled studies to strongly endorse any par-
ticular type of early intervention after mass casualties. Rather,
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consensus based on both empirical literature and experiential
practice suggests the need for a multifaceted approach to the
management of traumatic stress after disasters and mass vio-
lence. Such a strategy requires the coordination of interventions
depending on a multitude of factors, including time elapsed
since the incident and the level of impact of the event. At this
time, for instance, there is strong initial evidence that for those
most severely affected by a traumatic event, a brief 4- to 5-session
cognitive-behavioral treatment introduced in the immediate af-
termath may ameliorate ASD and prevent subsequent chronic
psychopathology. However, use of this treatment in the early
phases following disaster has not been systematically evaluated,
and it may need to be modified for this context (R. Bryant, per-
sonal communication, 2002). On the other hand, RCTs on psycho-
logical debriefing currently suggest that this approach either is
ineffective or may even exacerbate PTSD symptoms, but it has
not been effectively evaluated for different audiences following
disaster. Because there is essentially no research on either EMDR
or pharmacotherapy as early interventions in the face of disas-
ters, neither can be recommended at this time. There is certainly
reason to hope that effective pharmacotherapeutic interventions
for acute traumatic stress will be developed with time, given
emerging findings on how traumatic stress affects brain function
in both the short and the long term. The field of traumatic be-
reavement is in its infancy, and more research is needed before
any conclusions can be drawn regarding specific interventions
for traumatic grief.

Acute interventions with children have not been sufficiently
tested empirically. However, research in this arena is developing
rapidly, and it is to be expected that a stronger body of evidence
related to early intervention with children will emerge within the
foreseeable future. Based on the evidence showing the effective-
ness of cognitive-behavioral interventions for children with
chronic PTSD (Cohen et al. 2000), it is reasonable to expect that
this approach will prove beneficial for acutely traumatized chil-
dren as well.

As we consider the many specific components of early inter-
vention, it is apparent that it is necessary to conduct dismantling
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studies that will rigorously evaluate the effectiveness of each sep-
arate component, especially with respect to the optimal timing of
such interventions. The range of component practices requiring
systematic evaluation includes practices such as debriefing, edu-
cation, outreach, needs assessment, triage, and formal clinical
interventions. It is necessary to determine whether current prac-
tices are effective in ameliorating specific outcomes, or whether
new interventions should be designed to accomplish such objec-
tives. Other challenges include the development and implemen-
tation of efficient and accurate procedures for identifying
individuals who are at high risk for progressing to chronic post-
traumatic problems (Brewin et al. in press).

There is also a need for research that addresses the potential
breadth and complexity of early intervention by including indi-
viduals with comorbid conditions, by examining different survi-
vor groups, and by sampling varied service delivery settings
(e.g., shelters, first aid stations, clinics, and hospitals). There is a
related need to examine a range of outcomes, including not only
PTSD, but also problems such as substance abuse, depression,
anger, violence, interpersonal functioning, and physical health.
In addition to work that examines such individual outcomes, re-
search is needed that focuses on group, organizational, and com-
munity outcomes. Examples of such outcomes include staif
turnover, medical problems, organizational cohesion, morale, ab-
senteeism, and performance deficits.

Future researchers will need to address the ethical issues in-
volved in using traditional comparison groups such asno-treatment
or waiting-list control groups after mass casualties. Providers
have expressed concern that research assessment soon after mass
traumatic events might exacerbate symptoms or be unacceptable
to survivors (Ruzek and Zatzick 2000). Also, there is an under-
standable reluctance to assign survivors to comparison interven-
tions that are believed to be less effective. Such reluctance clearly
limits the conclusions that can be drawn from real-world disaster
intervention studies. Within the field of traumatic stress, there
has recently been a call to develop new research strategies that
may be ethically acceptable without sacrificing scientific rigor.
This appears to be an achievable goal (Ruzek and Zatzick 2000).
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Although postdisaster mental health services have traditionally
been delivered without systematic evaluation, it is hoped that an
increased emphasis on early intervention research will result in
the routine application of rigorous program evaluation to inform
ongoing service improvement.

Itis also important that the experiential knowledge of profes-
sional responders “in the trenches” continues to be synthesized
and disseminated. Furthermore, the early intervention field
needs to develop proactive, practical strategies for disseminating
evidence-based information on intervention strategies to policy
makers and practitioners in the field. Development and rigorous
testing of effective early interventions and subsequent dissemi-
nation of such findings to frontline practitioners are critical goals
at this time.
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